The factors causing congenital heart disease, apart from the well known effects of rubella in the mother during the first three months of pregnancy, are in general obscure. The association of congenital heart disease with Multiple non-cardiac abnormalities may form the basis for an investigation }nto other aetiological factors. The combination of cardiac defects with mfantile hypercalcaemia is a fairly recent discovery; the exact nature of this association is still not understood. In 1956 Schlesinger, Butler, and Black drew attention to the occurrence of a characteristic facial appearance in mfants with severe hypercalcaemia, and in 1964 Beuren et al. drew attention to the syndrome of supra-aortic stenosis and a similar facial appearance. The connection between these two apparently unrelated syndromes was Pointed out by Black and Bonham Carter (1963) , who found that patients Previously seen with infantile hypercalcaemia were presenting later in life with cardiac defects, particularly aortic stenosis. It has since been suggested that the cardiac defects may be the result of the deposition of calcium during the phase of hypercalcaemia.
PATIENTS STUDIED
The present study concerns 13 patients with cardiovascular lesions who have the typical facies, and 5 with a less typical facies, without all of the Matures. An example of a typical facies is shown in Plate XXIII. The age ?f the patients when seen with these cardiac lesions varied from 3 months to 15 years. They included 2 sibs from one family and first cousins from another family.
An additional 3 patients had a history of congenital heart disease in a first degree relative, but without an abnormal facies. 8 of the patients were considered to be normal mentally, 6 were mildly backward and 3 moderately and 1 severely retarded. 3 children had squints and 3 had had operations for the correction of squint. Several had pigment abnormalities in the retina. 1 patient had epiloia.
Hypercalcaemia
Only 2 of the patients had a clinical history of infantile hypercalcaemia.
3 additional patients had a serum calcium of between 11.9 and 12.7 mg./lOO nil., i.e. above the upper limit of normal, but this was not associated with any symptoms, and in 1 patient was corrected by stopping vitamin D supplements. In the remaining patients the serum calcium was normal, and although no figures were available for the first year of life, careful questioning failed to reveal any history suggestive of infantile hypercalcaemia.
Cardiac Lesions
The principle lesions found are shown overleaf. In all but 2 patients, the diagnosis was confirmed by cardiac catheterisation.
The most common abnormalities found were multiple stenoses of the pulmonary arteries (Plates XXIV and XXV), coarctation of the aorta, and aortic or supra-aortic stenosis.
DISCUSSION
It is clear that certain cardiac lesions occur relatively much more commonly in this group, namely pulmonary artery stenosis and supra-aortic stenosis. Both these conditions have been reported as occurring several times in a single family (Eisenberg et al., 1964) , which suggests that these lesions may be genetically determined. The association between infantile hypercalcaemia and the cardiac lesions is still not clear. The suggestion that the lesions are caused by the deposition of calcium in the aorta and pulmonary arteries is not supported by the infrequency of a history of hypercalcaemia in this series, and it seems unlikely that hypercalcaemia sufficient to cause ectopic calcification would occur without other symptoms. A more likely explanation is that hypercalcaemia and the cardiac lesions are both genetically determined, but variable parts of the same syndrome. It is also suggested that there is a syndrome consisting of several abnormalities of which any number may occur in any one individual. In this context it is interesting that McDonald et al. (1969) V.S.D., A.S.D., Fallot (less common). It seems likely that other conditions with these features may occur without cardiac abnormalities, although these do not seem to have been reported. 
